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Increased work-load associated with faecal
incontinence among home care patients
in 11 European countries
H. Finne-Soveri1,2, L. W. Sørbye3, P. V. Jonsson4, G. I. Carpenter5, R. Bernabei6
The plurality of definition of faecal incontinence (FI) complicates the cross-national comparisons
between studies conducted in the area. The aim of the study was to investigate work-load and
subjective care-giver burden associated with FI, among home-care patients, in Europe. Design and
methods: In this cross-sectional retrospective study, a random sample of 4010 RAI-HC assessments were
collected during 2001–02 from home care patients aged 65 years and over (74% females; age 82.8 7.2
years) in Czech Republic, Denmark, Finland, France, Germany, Iceland, Italy, The Netherlands,
Norway, Sweden and United Kingdom. Results: Of the 4010 individuals, 411 (10.3%) suffered from FI
(range 1.1–30.8% from site to site). The factors significantly associated with faecal incontinence were
diarrhoea [odds ratio (OR) 10.3, 95% confidence interval (CI) 6.590–15.96], urinary incontinence
(OR 3.99, 95% CI 2.991–5.309) and pressure ulcers (OR 3.15, 95% CI 2.196–4.512) together with severe
impairments in physical (OR 4.25, 95% CI 2.872–6.295) and cognitive (OR 3.76, 95% CI 2.663–5.304)
functions. High use of working hours of the visiting nurses (OR 2.04, 95% CI 1.221–3.414) and home
health carers (OR 2.40, 95% CI 1.289–4.470) were additionally associated with faecal incontinence. Use
of five or more medications was an inversely associated with FI (OR 0.62, 95% CI 0.473–0.820).
Conclusions: The additional work load associated with faecal incontinence comprises considerable
numbers of formal health care hours and should be taken into account when planning home health
services for the older in home care patients.
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Introduction
Faecal incontinence (FI), among community dwelling olderindividuals, is a silenced problem.1,2 Its prevalence varies
from 0.4% to 24.9% depending on inclusion criteria, defini-
tion(s) for incontinence, and time-frame used for observa-
tion.3,4 With accumulating age the prevalence of FI has been
argued to remain unchanged,5 to increase in men only,6 or to
increase in both sexes.7–10 There are studies reporting FI equally
often in men and women7,10,11 or more often in women.12
Apart from obstetric history, FI has been shown to associate
with medical comorbidity,9,13,14 obesity,15–17 depression9,13,18
or other psychiatric comorbidities,19 or use of psychotropic
medications.14 Impaired physical,12 or cognitive function,13,15
in addition to conditions like pain, urinary incontinence or
diarrhoea9,12,13 have been shown in connection with FI.
Individuals with this condition often experience poor health
status13 and/or quality of life.11,17,20–22 Severe FI also leads to
physician consultations.21
The studies about faecal incontinence among the older
subjects receiving home care services are sparse.10 There is a
reason to believe that any type of incontinence might
underlie increased demands for urgent home care or even
institutional care.23 However, the studies about objective
work-load or subjective feelings of care burden associated
with FI are very few or none.
We, therefore, investigated whether FI has an independent
association with work-load and care-giver stress in the
presence of multiple diseases and impairments in home-care
agencies located in 11 European countries.
Data and methods
The retrospective data were derived from the Aged in the
Home Care (AdHOC) study, funded by European Union
under the fifth frame work. This cross-sectional sample was
collected during 2001–02 from 11 sites, each located in one
European country and it consisted of 4010 assessments of
subjects aged 65 years and over. The countries were: Czech
Republic, Denmark, Finland, France, Germany, Iceland, Italy,
the Netherlands, Norway, Sweden and the United Kingdom.
The samples in each of the countries were collected from an
urban area and the participating home care patients were
randomly selected from home care agencies that served a
certain geographical area. In the total sample, 1036 subjects
(25.8%) were men and 2974 (74.2%) women. The mean age of
the patients was 82.3 years 7.3 (in males 80.9 7.5 and in
females 82.8 7.2).
The data collecting method was Resident Assessment
Instrument for home-care (RAI-HC version 2.0), a well
validated and reliability tested questionnaire24 containing
around 350 variables. In each of the sites, the nurses were
uniformly, in each of the countries, educated how to use the
questionnaire with the help of the manual25 and each of the
patients was assessed once. In addition to interviewing and
observing the patients, data were collected from the medical
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and nursing documents, from his/her caregivers including
the home-care professionals. The design of the whole
Ad-HOC study has in detail been described by Carpenter
et al. in 2004.26
Informed consents were sought from the participants
according to legislation in each of the countries and the
same applied to the ethical approvals.
Faecal incontinence, in the RAI-HC (2.0)-questionnaire, is
defined as capacity of controlling bowel movements according
to following classification— 0: continent, 1: continent with
ostomy, 2: incontinent less than once over the last 7 days,
3: incontinent episode(s) once over the last 7 days, 4: two or
more incontinent episodes over the last 7 days, 5: incontinent
all times during all days and 6: no bowel movements during
last 7 days.25 In the current analyses, we considered
involuntary bowel movements once a week or more often as
incontinent; thus, absence of bowel movement during past
7 days was considered continent.
Potential factors significantly associated with FI are
presented in table 1. All the diagnoses were taken from the
official records. Obesity was defined as ‘obesity of such a
degree as to interfere with normal activities, including
respiration according to the MDS manual’.25 To assess
depression, Depression Rating Scale (DRS, scale 0–14) was
constructed and if scored 3 or more, suspicion of clinical
depression was stated according to Burrows et al. in 2003.27
The scale consists of seven items: sadness, persistent anger,
unrealistic fears, repetitive health complaints, other repetitive
concerns, worried facial expressions and crying. Functional
capacity was determined by constructing hierarchical ADL-
scale (score 0–6, where 0 = independent and 6 = totally
dependent).28 Cognition was assessed by using Cognitive
Performance Scale (CPS, scale 0–6, where 0 stands for normal,
and 6 for very severe impairment).29 The former scale is based
on self-performance in the following tasks: mobility, eating,
toilet use and personal hygiene, whereas the latter scale consists
of short-term memory, decision-making skills, being under-
stood by others, self-performance in eating and level of
consciousness. After testing the association between FI and the
scales, both ADL and CPS were divided into three categories:
no impairment, mild to moderate impairment and severe
impairment.
Statistical analyses
All statistical analyses were performed by using SAS version
8.2 (SAS Institute, Cary, North Carolina, USA). The statistical
analyses were performed step by step. Chi-squared tests for
dichotomous and t-tests to test the significance for means for
continuous variables were used to determine the significant
association between each of the chosen variables and with FI.
After that series of multiple logistic regression models were
created, where FI (dichotomous) was used as a dependent
variable, and those clinical variables that were found significant
in the univariate analyses [95% confidence intervals (CI),
P<0.05] were used as independent variables. Rather than
using a single stepwise analysis, multiple analyses were made to
test the strength of each of the significant variables. For the
final model, those continuous variables that represented
working time were divided into three categories in such a
manner that each categorical variable consisted of (i) no care-
time needed (ii) moderate care-time needed and (iii) plenty of
care-time needed. Then dummy variables were created for each
of these categories before adding the significant clinical
variables into the model. The sites with low prevalence of FI
were clustered together for the final multivariate model.
Two separate new multivariate regression analysis models
were then created to further test and confirm the relationship
between FI and work-load. First, high use of home health
carers’ time was used as dependent variable and FI together
with other variables that were independently associated with FI
were used as independent variables. Then, the same procedure
was repeated using high use of visiting nurses’ time as
dependent variable.
Results
The prevalence of faecal incontinence among home-care
patients according to sex and site is given in the table 1,
where a range from 1.1% to 30.8% (overall 10.3%) from site to
site can be observed. Of those 411 individuals with FI, 24.1%
suffered from it once a week, not more often, 23.8% two or
three times a week and 52.1% were suffering from daily FI.
For women, the corresponding figures were 27.3, 22.9 and 49.8
and for men 16.1, 26.3 and 57.4, accordingly.
Table 2 shows the results of the univariate analyses, where
nor age or sex were related with FI. On the contrary, strong
relationship was found between FI and diagnoses like stroke,
dementia and Parkinsonism (each P< 0.0001) and conse-
quently, between FI and cognitive or physical impairment.
Similarly, an association was found between FI and conditions
often seen in persons suffering from dementia or stroke; those
are urinary incontinence, delusions, signs of depression and
behavioural problems (each P<0.0001. Strong association
was equally found between FI and diarrhoea, pressure ulcers,
fever, terminal prognosis and any pain (each P< 0.0001).
In addition, between FI and use of hypnotic and anti-psychotic
medications a strong association was found.
The mean care time in hours for each group of professionals
was greater in patients with FI than in patients without FI;
the mean number of hours allocated by home health carers
was 3.98 (SD 12.3) versus 1.70 (SD 4.64), by the visiting nurses
Table 1 Faecal continence (%) and incontinence (%) by sex and site
Female Male
Overall Faecal incontinence Faecal continence Faecal incontinence Faecal continence
n(%) n(%) n(%) n(%) n(%)
Czech Republic 428 (10.7) 4 (1.2) 334 (98.8) 4 (4.4) 86 (95.6)
Denmark 469 (11.7) 12 (3.2) 359 (96.9) 4 (4.1) 94 (95.9)
Finland 187 (4.7) 2 (1.3) 150 (98.7) 0 (0) 35 (100)
France 381 (9.5) 77 (28.1) 197 (71.9) 32 (29.0) 76 (71.0)
Germany 607 (15.1) 54 (11.9) 400 (88.1) 28 (18.3) 125 (81.7)
Iceland 405 (10.1) 13 (4.3) 288 (95.7) 1 (1.0) 193 (99.0)
Italy 412 (10.3) 89 (34.4) 170 (65.6) 38 (24.8) 115 (75.2)
The Netherlands 198 (4.9) 11 (7.2) 142 (92.8) 0 (0) 45 (100)
Norway 378 (9.7) 9 (3.2) 269 (96.8) 4 (3.6) 106 (96.4)
Sweden 246 (6.1) 6 (3.4) 173 (96.7) 0 (0) 67 (100)
United Kingdom 289 (7.2) 16 (7.4) 199 (92.6) 8 (10.8) 66 (89.2)
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1.93 (SD 4.99) versus 0.79 (SD 3.51), by the homemaking
helps 2.68 (SD 10.0) versus 1.39 (SD 3.14) and by the informal
care-givers 38.83 (SD 48.9) versus 18.36 (SD 38.7). The mean
number of total care hours was significantly higher among
patients with FI compared to those who did not suffer from FI
(39.0 h versus 18.4 h, P< 0.0001). Table 2 shows the dichot-
omized care time (0 = no care time, 1 = any number of care
minutes) and the use of other services. Of the 1220 patients
who lived with the care-giver, 90.6% were living with spouse or
child. Figure 1 shows the increase in occurrence of FI
according to worsening cognition and physical function, and
table 3 the results of the final multivariate model.
In table 3, the final result of multiple logistic regression
analysis is presented. During the stepwise process, every
variable presented in table 2 was tested. The association
between FI and most of the diagnoses turned out weaker than
the severity of dementia or degree of physical impairment.
The same also happened to the significance between FI and
psychotropic medications, care-giver burden and the time
informal care-givers allocated to their patients. Table 3
presents all the variables with the independent association
with FI. The C-statistics of the model was fairly high, 0.913
(Hosmer–Lemeshow Goodness-of-fit test: chi-squared test
9.4578, df 8 and P>2 = 0.3052). When an additional multiple
logistic regression model was created using high work-load of
the visiting nurses (5 h/week or more) as dependent variable,
faecal incontinence explained the working time[odds ratio
(OR) 1.86 95 CI 1.217–2.848] even when adjusted with
physical and cognitive impairments, site, age and sex. The
same was true, when high work-load of the home health carers
Table 2 Patients’ clinical characteristics and their associations with weekly faecal incontinence
Overall n (%) Faecal
incontinence
n (%)
Faecal
continence
n (%)
P OR (95% CI)
Demographic characteristics of the patients
Female sex 2974 (74.2) 293 (9.9) 2681 (90.1) 0.1599 0.85 (0.678–1.066)
Male sex 1036 (25.8) 118 (11.4) 918 (88.6) .01599 1.18 (0.938–1.475)
Age 65–74 years 691 (17.2) 80 (11.6) 611 (88.4) 0.2058 1.18 (0.912–1.532)
Age 75–84 years 1763 (44.0) 163 (9.25) 1600 (90.8) 0.0634 0.82 (0.667–1.011)
Age 85 years and over 1556 (38.8) 168 (10.8) 1388 (89.2) 0.3627 1.10 (0.895–1.356)
Caregiver lives with the client 1220 (30.4) 232 (19.0) 988 (81.0) 0.0001 3.43 (2.781–4.219)
Documented diagnoses of the patients
Stroke with or without hemiplegia 740 (18.5) 109 (14.7) 631 (85.3) 0.0001 1.70 (1.342–2.148)
Diagnosis of any type of dementia 514 (12.8) 124 (24.1) 390 (75.9) 0.0001 3.56 (2.809–4.499)
Multiple sclerosis 9 (0.22) 1 (11.1) 8 (88.9) 0.9320 1.10 (0.137–8.781)
Parkinsonism 200 (4.99) 38 (19.0) 162 (81.0) 0.0001 2.16 (1.494–3.126)
Any psychiatric diagnosis 134 (3.3) 14 (10.4) 120 (89.6) 0.9386 1.02 (0.582–1.796)
Diagnosis of any type of cancer 321 (8.0) 43 (13.4) 278 (86.6) 0.0527 1.40 (0.995–1.960)
Diabetes Mellitus 194 (4.84) 20 (10.3) 174 (89.7) 0.9775 1.01 (0.627–1.618)
Conditions present at least during 3 days prior to the assessment
Urinary incontinence 1562 (39.0) 302 (19.3) 1260 (80.7) 0.0001 5.14 (4.089–6.470)
Diarrhoea 199 (5.0) 61 (30.7) 138 (69.3) 0.0001 4.37 (3.27–6.026)
Constipation 282 (7.0) 23 (8.2) 259 (91.8) 0.2293 0.77 (0.493–1.186)
Presence of 1–4 grade pressure ulcer 298(7.4) 141 (34.3) 157 (4.4) 0.0001 11.5 (8.837–14.833)
Fever 70 (1.8) 18 (25.7) 52 (74.3) 0.0001 3.13 (1.811–5.396))
Any acute condition 1307(32.6) 162 (12.4) 1145 (87.6) 0.0018 1.40 (1.131–1.720)
Any pain 2423(60.4) 208 (50.6) 2215(61.5) 0.0001 0.64 (0.522–0.786)
Delusions 88 (2.2) 20 (22.7) 68 (77.3) 0.0001 2.66 (1.597–4.422)
Hallucinations 87 (2.2) 15 (17.2) 72 (82.8) 0.0297 1.86 (1.054–3.268)
Any behavioural problem 91 (2.3) 27 (29.7) 64 (70.3) 0.0001 3.89 (2.448–6.167)
Reason to suspect depression (DRS =3+) 639 (15.9) 93 (14.5) 546 (84.5) 0.0001 1.64 (1.276–2.096)
Excessive obesity 142 (3.54) 13 (9.2) 129 (90.8) 0.6615 0.88 (0.492–1.569)
Expected death within 6 months 32 (0.8) 11 (34.4) 21 (65.6) 0.0001 4,69 (2.243–9.790)
Poor experienced health 1193(29.8) 99 (8.3) 1094 (91.7) 0.0080 0.73 (0.573–0.921)
Cognition and physical functions
Impaired physical functions (ADL>0) 1345 (33.5) 345 (25.7) 1000 (74.3) 0.0001 13.59 (10.337–17.853)
Impaired cognition (CPS>0) 1899 (47.4) 326 (17.2) 1573 (82.8) 0.0001 4.94 (3.856–6.328)
Decline in cognition within past 7 days 257 (6.4) 77 (30.0) 180 (70.0) 0.0001 4.38 (3.279–5.852)
Decline in cognition within past 90 days 276 (6.9) 84 (30.4) 192 (69.6) 0.0001 4.56 (3.445–6.036)
Use of medications
Use of any anti-psychotic medication 260 (6.5) 51 (19.6) 209 (80.4) 0.0001 2.30 (1.661–3.180)
Use of any anxiolytic medication 488 (12.2) 64 (13.1) 424 (86.9) 0.0260 1.38 (1.039–1.838)
Use of hypnotics 804 (20.1) 52 (6.47) 752 (93.5) 0.0001 0.55 (0.406–0.742)
Use of more than four medications 2495 (62.2) 213 (8.5) 2282 (91.5) 0.0001 0.62 (0.506–0.762)
Use of formal and informal services
Visiting home aid 1919 (47.9) 237 (12.5) 1682 (87.5) 0.0001 1.55 (1.263–1.908)
Visiting nurse 1387 (34.6) 194 (14.0) 1193 (86.0) 0.0001 1.80 (1.468–2.215)
Home making help 1871 (46.7) 129 (6.9) 1742 (93.1) 0.0001 0.489 (0.392–0.607)
Any informal care giver 2838 (70.8) 349 (12.3) 2489 (87.7) 0.0001 2.51 (1.899–3.319)
Hospital admission within 30 days 474(11.8) 80 (19.5) 394 (11.0) 0.0001 1.09 (1.028–1.158)
Hospital admission with overnight stay 698 (17.4) 117 (16.8) 581 (83.2) 0.0001 2.07 (1.639–2.607)
Visit to emergency without overnight stay 246 (6.1) 30 (12.2) 216 (87.8) 0.2990 1.23 (0.830–1.833)
Emergency visit to home by any professional 324 (8.1) 39 (12.0) 285 (88.0) 0.2685 1.22 (0.858–1.732)
Care-giver burden
Informal care-giver expresses stress or inability to continue 394 (9.8) 94 (23.9) 300 (76.14) 0.0001 3.26 (2.517–4.224)
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(5 h/week or more) was used as dependent variable; FI
similarly explained the working hours (OR 2.23, 95% CI
1.337–3.726) when adjusted for the same variables,
correspondingly.
Discussion
The current study is, according to the authors’ knowledge,
the first of its kind: a cross-national study performed in
11 European countries, where informal care-giver burden and
care time, together with formal care-hours allocated to home
care patients according to the presence or absence of faecal
incontinence were investigated.
The results showed overall prevalence of 10.3% for weekly or
more often occurring faecal incontinence with a 30-fold
variation of it, from site to site (1.1–30.1%). The health
professionals addressed more of their care-time to patients
with FI than to patients who were continent; FI was associated
with high but not moderate number of visiting nurses’ care
hours, and with high and moderate number of home health
aids’ care-hours indicating heavy work-load for formal health
care services. However, household services including various
kinds of home making services were equally often performed
for those with and without FI when adjusted for confounders.
These findings held true disregarding whether there was any
expressed informal care-giver burden present, or whether the
primary care-giver was living with the client or not. Most
important entities associated with FI were severe functional
and cognitive impairments. Also, presence of pressure ulcers,
urinary incontinence and diarrhoea were associated with FI
when adjusted for confounders. Polypharmacy had an inverse
association with FI.
Overall prevalence of FI, among community living adults,
has been ranging from 0.7% to 1.4% depending on whether FI
was considered major or minor.30 According to a meta-
analysis by Pretlove et al. (2006)10 occurrence of FI was 0.8 in
men and 1.6 in women when all aged 15–60 years were
included, which accords well with the finding of 2.2%
prevalence by Nelson et al. (1995).12 However, if the
consistence of stools is taken into account (solid versus
liquid) differences in prevalence of FI range from 2% to 9%.31
With increasing age higher prevalence values among commu-
nity dwelling population have been found; in the meta-analysis
by Pretlove et al. (2006),10 occurrence of FI in those aged over
60 years was 5% in men and 6% in women. According to
Roberts et al. (1999),6 prevalence of faecal incontinence kept
Table 3 Independent factors signficantly associated with
faecal incontinence
OR 95% CI
Weekly hours allocated by visiting nurse
None 1.00
Moderate (0–5) 1.20 0.888–1.620
High (5 +) 2.04 1.221–3.414
Weekly hours allocated by
home health carer
None 1.00
Moderate 0–10 1.38 0.987–1.039
High (10 +) 2.40 1.289–4.470
No cognitive impairment (CPS =0a) 1.00
Mild to moderate cognitive
impairment (CPS = 1–3)
1.25 0.861–1.808
Severe cognitive impairment (CPS = 4–6) 3.76 2.663–5.304
No physical impairment (ADL=0b) 1.00
Mild to moderate physical
impairment (ADL=1–3)
0.87 0.524–1.453
Severe physical impairment (ADL= 4–6) 4.25 2.872–6.295
Diarrhoea within past 3 days 10.3 6.590–15.95
Urinary incontinence 3.99 2.991–5.309
Pressure ulcer (grade 1–4) 3.15 2.196–4.512
Five or more medications 0.62 0.473–0.820
Nordic countries, Czech Republic,
The Netherlands and United Kingdom
1.00
France 3.67 2.380–5.661
Germany 1.68 1.092–2.570
Italy 4.64 2.903–7.429
Age under 75 years 1.00
Age 75–84 0.75 0.519–1,083
Age 85 and over 0.68 0.462–0.087
Female 1.52 1.126–2.063
a: Cognitive Performance Scale, range 0–6, where 0= intact
cognition, 6 = very severe cognitive impairment.
b: Hierarchical ADL-scale, range 0–6, where 0= independent,
6 = totally dependent.
0
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Figure 1 Occurrence of faecal incontinence (%) according to the degree of functional and cognitive impairments
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on rising from 8.4% among men in their 50s to 18% among
men in their 80s and the corresponding change among women
in the same age-groups was 13–21. In a population-based
study by Varma et al. (2006),17 investigating females aged
40 years and over, annual prevalence of FI was 24%, whereas
monthly occurrence of it was 3.4%, in the same study. In the
current study, mean prevalence of weekly or more often
occurring FI was 10.3% which seems to be 2-fold compared to
a study by Johansson and Lafferty (1996)32 with a weekly
prevalence of FI of 4.5%. This finding accords with the
knowledge that in the home-care population, the frailest of the
community dwelling individuals and those with most comor-
bidities, are represented. The plurality of definitions for FI with
high variance in time windows complicates the comparisons
between previous studies concerning this issue, which makes
the current comparison between home care patients in
11 European countries unique.
Of the associated conditions, those with diarrhoea within
3 days prior to the assessment had 9-fold and those with
urinary incontinence and pressure ulcers had 4-fold risk for FI;
the three of these conditions all well-documented factors with
significant association with faecal incontinence.
Our study confirms the finding of Nakanishi et al. (1997)33
that cognitive decline, with or without diagnosis of dementia,
and a number of physical limitations are associated with FI. In
the current study, those with severe cognitive decline had
almost 5-fold risk of FI. In addition, those with severe
functional decline had 7-fold risk of FI.
The work load associated with FI was substantial; the mean
care time in hours allocated for those with FI was
approximately double compared to continent patients. After
adjusting for confounders, FI did not appear to be responsible
for increased work-load in home-making services and neither
were the informal care-givers’ working hours allocated to FI
patients greater in numbers in patients with FI compared to
those without it. Informal care-giver burden was significantly
associated with FI in the presence of all confounders as long as
cognitive and physical impairments were tested with the cut
point in ‘any impairment present’ yes or no. As soon as both
impairments were divided into mild to moderate and severe,
the severe impairment both in cognition and in physical
functions kicked informal care burden out of the model
indicating that severe decline in cognition or physical
functions are both stronger reasons for care burden than FI.
However, when adjusted for severe impairments, there was
greater work-load seen in those professionals responsible for
health related services, e.g. home visiting nurses (in highest
number of hours) and home health carers (in moderate and in
highest number of hours). It is possible that these personnel
categories try to relieve the burden of the informal caregivers
by adopting some of responsibilities of the old spouses or other
relatives. Among those living alone, some of the tasks in other
households performed by the informal care givers fall on the
shoulders of formal care givers, instead; this might also explain
the non-significant association between FI and informal care-
giving hours and absence of additional care-giver burden in
the presence of FI.
There were substantial differences between countries as to
the prevalence of FI. In the samples from Finland, the
Netherlands and Sweden, FI was not seen in men. In addition,
the prevalence of FI in men was very low in Iceland. In these
countries, FI could be the final extra piece in the work-load
that leads to institutionalization. The same might apply to the
other countries with low prevalence of FI.
One of the limitations of the current study is that—apart
from France and Germany—the data mainly were gathered
from one site in each of the countries, only. It is impossible
to be sure whether the variations reflect differences between
sites or entire countries. Retrospective nature is an additional
weakness, and the fact that the entire study was not particularly
designed for investigating faecal incontinence. Therefore, the
power of the sample was not originally calculated for this
analysis. Therefore, current data about the patients’ parity or
their detailed types of incontinence are missing, use of laxative
medications are not available and gastrointestinal diseases
might be under diagnosed. Underestimating FI is possible
among those living alone and suffering from psychiatric
diseases or dementia. In addition, squeamishness or embar-
rassment might be barriers for delivering information in these
issues, in this age cohort.
Conclusions
FI is associated with substantial work-load among the health
care staff. Severe impairments in cognition and physical
functions, rather than gastrointestinal diseases, seem to be
important underlying causes for FI. In order to find out
whether FI, in an older home care client, will be the final straw
to break the camel’s neck and leads to institutionalization,
further studies are warranted.
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Key points
 One of 10 home-care recipients suffered from faecal
incontinence.
 In Europe, the prevalence of faecal incontinence varied
30-fold from site to site.
 Faecal incontinence was associated with severe cogni-
tive and physical impairments.
 Faecal incontinence had an association with high
working hours of the health care personnel but not
other personnel.
 Subjective care burden of the informal caregivers was
not influenced by the presence of faecal incontinence
no matter the cognitive or functional status.
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